. the dramatic increase in sickness absence that has occurred in Sweden in recent years; . hypotheses concerning the consequences of being sick listed; . sick-listing practices by physicians. This chapter presents a brief description of these three aspects and a review of the key factors concerning the physician's role in conjunction with sick listing and key concepts such as disease, the sick role, and insurance. Finally, trends in sickness absence are briefly reviewed as are the regulations concerning reimbursement for sickness absence in Sweden and several other European countries.
LARGE CHANGES IN SICKNESS ABSENCE IN THE PAST DECADE
Sickness absence varies among different groups in society and over time. During the last half of the 1980s -a period of strong economic growth, very low unemployment and higher economic compensation for sickness absence -the sick-leave rate 1 in Sweden increased from approximately 18 sick-leave days/ insured person in 1983 to approximately 25 days in 1988 (Figure 1.4 ). In the early 1990s, when Sweden found itself in a period of slow economic growth, unemployment was higher than it had been for many decades. Sickness insurance benefits were cut back, and the sick-leave rate decreased substantially to approximately 14 days/insured in 1994. During the second half of 1990s and the beginning of the 2000s the sick-leave rate once again increased substantially. Concurrently, unemployment had declined. Several government investigations have recently addressed sickness absence from various perspectives (1 -8) . They have all reported uncertainty about the reasons 1 See glossary, Appendix 2. for these changes and that additional scientific research is needed in this field.
The number of individuals on sick leave or disability pension has increased dramatically in recent years, which translates into major economic costs and, in the long run, potential consequences for the design of the welfare state (3) .
CONSEQUENCES OF BEING SICKNESS ABSENT
In recent decades, many have claimed that sick listing may have serious negative consequences for the individual on sick leave, and that physicians therefore should be more restrictive in issuing sickness certificates (9) . However, in this debate scientific studies are seldom referred.
PHYSICIANS' SICK-LISTING PRACTICES
''Examining by the doctor is usually a meaningless formality, since it is the patient who decides when he is fit for work'' (10) .
''As often as not the patient reports to his doctor at the end of the episode -and goes to him only because he needs a certificate. The doctor can neither prove nor disapprove the story, and is obliged to issue a certificate, which the patient all too often expects to cover him for a full seven days absence'' (11) .
During the past 40 years, particularly during periods when sickness absence has increased, the sick listing or sickness certification practices by physicians have been discussed and even mentioned as a reason for the increase in sickness absence. Questions have been posed concerning what role the physician should play in conjunction with sick leave, whether all physicians should be able to issue sickness certificates and if physicians have the appropriate, or sufficient, education for this task. A fundamental issue concerns the scientific knowledge available to physicians as a basis for sick-listing decisions. On what kind of evidence-based knowledge can physicians and others base their recommendations when using the sick-listing instrument?
To issue certificates In Sweden, only physicians (and dentists in some cases) have the right to issue sickness certificates. This is a written certification that patients have a sickness or injury that is severe enough to impair the patients working ability by at least 25%. In Chapter 11 the sick-listing practices of physicians is addressed and an overview of the physician's duties related to issuing sickness certificates presented.
In the literature various concepts regarding sick listing are used, such as active versus passive sick leave. The National Board of Health and Welfare mentions, e.g. that sick listing, like all other treatments, can be ''over-and under prescribed''. This terminology is also used in the first Swedish textbook on insurance medicine (12) . Inappropriate management of these cases can lead to failure in addressing patients' rights, to marginalisation, and to isolation. There are major gaps in knowledge as regards optimal use of the sick-listing instrument.
During their careers, most physicians are required to make various decisions on sick leave, and this is a frequent task for some physicians, e.g. general practitioners, orthopaedists, psychiatrists, gynaecologists, and internal medicine specialists. Comprehensive information is not available that reflects the percentage of physicians' working time allocated to sickness 0  0  0  0  0  0  2 -3  90z10 65z10  75  75  75  75  75  80  80  80  4 -14  90z10 80z10  90  90  90  75  75  80  80  80  15 -28 90z10 80z10  80z10  80z10  80z10  75z10  75  80  80z10  80z10  (days 15 -21) 76,6z10 (days 22 -28) 29 -90 90z10 90z10  80z10  80z10  80z10  75z10  75z10  80z10 80z10  76,6z10  91 -365 90z10 90z10  90  80  80  75  75  80z10 80z10  76,6z10  366 -90z10 90z10  90  80  70  75  75  80z10 80z10  76,6z10 certification issues and the frequency of writing sickness certificates. Studies have presented figures showing that sickness absence issues are addressed with 9% to 60% of the patients in working-age at primary health care centres (11, 13 -18) . Hence, most physicians come into contact with the different sickness certificates related to sickness benefits and disability pension. Over the years, these certificates have taken various forms, but the key information requested has always been related to the patient's diagnoses and work ability (19) . Commonly, physicians are also responsible for writing other types of certificates required for various general or specific insurance, e.g. accident insurance, life insurance, patient insurance, parental insurance for care of children, etc (9, 20, 21) .
A significant part of many physicians' working time is consumed by writing different types of certificates, i.e. to as a medical expert communicate facts about the patent to various agencies in society. The way in which these duties are discharged, i.e. the quality of the work, may have substantial consequences for a patient's life situation, at times equally as great as the medical interventions themselves. These certificates play an important role, e.g. regarding opportunities for economic compensation, driving license, assistive devices at home and work, contact between children and parents, various types of social support, etc.
There is a well-developed set of rules and laws concerning what physicians must consider when they, in their roles as physicians and as medical experts, write different types of certificates (22) . In some cases, e.g. sick listing, not only certification of diagnoses and grade of work ability are requested but also a statement on prognoses and required measures for promoting return to work. The medical certificate provides the basis for the decisions by the social insurance officer and the private insurance companies concerning the insured's rights for sickness benefit and the need for rehabilitation. In Sweden, a physician's certificate of this type also gives the patient the right to be absent from work without risking sanctions from the employer and the right to return to the work when her or his work ability improves.
Physicians who write certificates must:
. determine the purpose for which the certificate shall be used; . be objective;
. address that which is backed up by fact and nothing else; . present all conditions;
. write so that laypersons can understand the content.
Generally, an examination of the patient is also required. Certificates and statements fall within the professional responsibility of the physician, and deficiencies, e.g. in accuracy and skill are assessed by the Health Services Disciplinary Board (9) .
It is always the recipient of a certificate that determines whether or not it meets the purpose for which it is intended. If the certificate is insufficient, the recipient, e.g. the Regional Social Insurance Office, can require complementary information or turn to another physician (9) .
In writing a sickness certificate, physicians play a somewhat different role than being responsible for the patient's medical diagnosis and treatment. Using their professional and medical expertise, they must communicate with other authorities or parties, comment on a particular factual situation and make an impartial judgement based on scientific evidence and accepted standard practice (22) .
Hence, there exists an inherent conflict between the role of ''patient advocate'' on one hand and ''medical expert'' on the other, where the latter may even involve a gatekeeper function (23 -26) . These two roles are not unique to the medical profession, but are something which people in several professions, e.g. social workers, police and caseworkers in regional social insurance offices, must deal with. Integrating the methods to deal with these roles is a part of the professionalisation process that an individual undergoes during her or his education and work experience.
INSURANCE MEDICINE
Insurance medicine is included in the medical curriculum. The term ''insurance medicine'' has become more common in Sweden as a general concept for managing and studying insurances that cover sickness and disability. Insurance medicine is a broader area than that addressed in this report and often includes the following types of insurance, irrespective of whether they are public or private: sick leave, work injury, temporary and permanent disability pension, disability benefits, care allowance, patient insurance, pharmaceutical insurance, life insurance, and accident insurance (9) .
The literature offers few definitions of the concept of insurance medicine. The Swedish' Public Health Dictionary offers the following definition (27):
''... the medical field that addresses and studies questions associated with types of insurance for sick and handicapped individuals, mainly related to social insurance (sick leave, disability pension, occupational injury, etc).'' In Norway, insurance medicine has become more established as an academic discipline. There are currently three professorships in this field under the Faculty of Medicine in Oslo (28) . The following definition is used:
''Insurance Medicine is the science concerning how diagnosis, treatment, and prevention of disease influence, and are influenced by, insurance benefits that are based on medical criteria. It is also the art of providing the diagnostic, therapeutic, prognostic, and etiological basis for decisions concerning insurance benefits''.
In a recently published textbook on Insurance Medicine (9) the concept is defined as follows:
''Insurance medicine is the clinical practice that can lead to judgements and certificates that will later be used in decision making regarding determine insurance coverage'' ABOUT SICKNESS-BENEFIT INSURANCES Insurance spreads risks, i.e. everyone participating in an insurance plan helps to pay for those affected by the events or conditions that the insurance is intended to cover. In Sweden, the national sickness-benefit insurance plan is intended to compensate for lost income. This insurance aims to provide economic security in cases where disease or injury impair the ability to work.
The sickness-benefit insurance is part of the social insurance system, which also includes family insurances, old age pension insurance, as well as certain subsidies and unemployment insurance (29) . The Local Social Insurance Offices and the National Social Insurance Board manage all of these, except unemployment insurance. In 2000, total payments from the social insurance programme corresponded to approximately 16% of GNP in Sweden. Expressed as a percentage of private household consumption (after tax deductions), the figure would be approximately 25% the same year, i.e. a substantial share of the national economy. The social insurance system is intended to create economic security for citizens in the event of unemployment, sickness, functional disability, and old age. Financing is mainly secured through taxes, but labour union and private insurance programs also exist.
Social security is generally perceived to be essential, by both the public and private sectors and families (30) . In the Scandinavian countries, social security is largely a matter for the public sector. In the European Union (EU), there now is a trend to harmonise social insurance systems among the various member nations (see the Social Agenda approved by the Council by the European Union in Nice on 8 December 2000).
To receive allowances from sickness-benefit insurance in Sweden, a disease or injury must impair a patient's working ability by at least one fourth. The first 14 days (21 days after 1 July 2003) of a sick-leave spell benefits are paid by the employer, hereafter, by the Local Social Insurance Office which determines if the individual has the right to be compensated after that point in time. No compensation is provided for the first sickleave day (qualifying day). A physician's certificate is required from the 8th day of the sick-leave spell.
Social welfare systems can be based on two different principles or a combination thereof; the minimum standard principle or the standard principle. The minimum standard principle means that individuals who cannot support themselves are guaranteed a certain minimum standard. The Swedish sicknessbenefit insurance is based on the standard insurance principle meaning that sickness benefits are related to level of lost income, guaranteeing, to some extent, the possibility of maintaining the same standard of living.
The sickness benefit amounts to about 80% of the insured individual's wages up to 7.5 times the price base index 2 . The insured can receive full, three fourths, one half, or one-fourth sickness benefit, depending on level of reduced work capacity.
The right to receive compensation for lost income when one's working ability is impaired because of disease or injury is a key element in the welfare state and for the individual's sense of security. It is used as one of many instruments to prevent poverty and assure a high level of consumption/growth in society. If the sick-listing instrument is inappropriately used it can lead to marginalisation of groups, to a lack of confidence in insurance and to economic problems. Problems can arise both when sick-leave rates are too high and too low (31) .
The utilisation of sickness-benefit insurance is influenced by the level of compensation and by how rigorously the insurance cases are checked. Problems can arise if the insurance is designed so that too few or too many use it (31 -34) . A restrictive insurance with high self-pay portion (qualification day(s), low compensation level) and rigorous case control (by physicians, employers, and/or the insurance office) should reduce the inappropriate use of insurance, but it may mean that sick individuals who should stay at home either go to work or suffer major economic consequences. On the other hand, an insurance system where the self-pay portion is too low and which has a low level of control can lead to malingering and overutilisation (33) .
WHY COMPULSORY?
In Sweden, as in many other countries, sickness insurance is public and compulsory, i.e. everyone is insured in their present condition, regardless of their state of health. The economic literature provides two arguments why sickness insurance should be compulsory (33), namely ''free riders'' and asymmetric information. Although most people would purchase insurance coverage even if it were not compulsory, some would not because of an active decision, forgetfulness, or economic problems. Nevertheless, society finds it difficult to deny assistance and care to those affected by disease, and they will then become ''free riders''. Awareness of this situation could mean that increasingly more people would fail to purchase insurance.
The second argument for obligatory insurance stems from the fact that the individual often has better knowledge than the insurance companies about the risks that he or she faces for becoming sick, i.e. information is asymmetric. This can lead toward negative selection, meaning that ''high risk individuals'' buy insurance more frequently than ''low risk individuals'', which in turn can lead to a vicious circle; the insurance companies must increase premiums and thereby fewer low-risk individuals purchase insurance, etc.
HISTORIC PERSPECTIVE
That some individuals will not be able to support themselves due to health problems is a universal problem that every society must deal with. In peasant societies, there were forms of this through the extended family, but as increasingly more individuals began to sell their labour on the open market, other solutions were needed. These often involved different types of sickness insurance. One of the earliest that we identified is a sickness fund that began in 1653 by the employees of a large printing company in Antwerp (35) . This fund existed for 130 years and as other early sick-leave insurances in many ways was similar to modern sickness insurances, e.g. with the right to selfcertify sickness for several days and thereafter requiring a physician's certificate.
In the 1700s, several different ''sick funds'' were formed in Sweden where one could apply to be a member (36, 37) . Their number and importance increased substantially at the end of the 1800s as the country became more industrialised. Physicians played a role by issuing sickness certificates, which gave the insurer a basis for deciding on the rights for membership and the sickness benefits. Before the sickness insurance system became public and compulsory in 1955, there were strict rules for membership. People with medical problems found it difficult to become members, and the fees varied with age. A special examination was required for individuals over the age of 50 years. To receive sickness benefits it was required that the insured individuals took care of themselves, e.g. followed physician prescriptions and advice and remained sober. This was checked by special sickness investigators (36) .
From 1919, registered sickness offices could receive government subsidies and were placed under government supervision. Public sickness insurance was instituted in Sweden in 1955. The foundation for this insurance was a government investigation from 1944 ''Study and proposal concerning legislation on public sickness insurance'' (SOU 1944:15) which states:
''In determining the extent to which disease is or is not present, one must consider that which in common language and prevailing medical perception is viewed to be a disease. From this starting point any abnormal condition of body or soul which is not in harmony with the normal life process, could be classified as disease.'' Even today, the definition of the disease concept in the insurance dates back to this text. The Public Insurance Act became effective in 1963 and is the basis for regulating the public sickness insurance in Sweden.
THE CONCEPTS OF ILLNESS, DISEASE, AND SICKNESS
In Sweden there is only one comprehensive word ''sjukdom'' covering the different aspects of illness, disease, and sickness (9, 12, 38) . Illness refers to symptoms individuals experience themselves. Disease refers to conditions that medical science can diagnose, something that changes over time. For instance, the diagnosis of AIDS and fibromyalgia did not exist 20 years ago, while the use of other diagnoses has ceased, e.g. wood gas poisoning and neurasthenia.
Sickness refers to another dimension, namely the social role that a person who has illness or disease is given, or takes, in a society. That which legitimises such a sick role varies widely over time and among cultures (39 -41) . Ontologically, there is a major difference between sickness on one hand and illness and disease on the other. Both disease and illness are incorporated within the body, which is not the case with sickness. Sickness is a social role, a predetermined social position, which involves both rights and obligations, a part of the relationship between an individual and his/her environment (42, 43) . Figure 1 .1 illustrates the relationship between these various aspects of ill health. The circles do not completely cover each other because a person may for instance have illness, that is symptoms of a psychological, physical, or social nature even though the physician does not diagnose disease. Likewise, a diagnosis does not necessarily mean that a person views himself/herself as ill. Part of the sickness circle lays outside of the other two, in part because a person can take, or be given, a sickness role without having either disease or illness.
The sickness-absence circle is much smaller than the sickness circle. Only a small part of the sick role that an individual takes/is given is manifested as sickness absence. Most who have illness, disease, or a sick role in various contexts, are not sick listed. An individual's ability to perform can be impaired due to illness or disease so that he/she takes a sick role at home, e.g. does less or receives help with certain things, but nevertheless goes to work. Even on the job, one can take a sick role without taking sick leave, e.g. being unable to do certain tasks on a given day due to pain, infection, etc. The extent to which this occurs depends, e.g. on the degree of sickness flexibility or potential for adaptability at the workplace -i.e. the extent to which there is flexibility to adapt to an employee's changes in work ability due to health problems.
Reasons why part of the sickness-absence circle extends beyond the illness and disease circles include the following:
. Some people, particularly older individuals, have been placed on permanent disability pension more because of labour market conditions than due to disease. . An individual may be misdiagnosed and sick listed without being sick or without impaired work ability. . Fraud, either people sick-list themselves (short-term) or successfully convince a physician that they are sick, or a physician knowingly issues a false certificate.
Within all three dimensions, ill health is experienced and diagnosed as more or less serious on a continuous scale from mild to severe, seldom as being either sick or not sick (34) . In dealing with an actual case, the issue of sick leave becomes complicated because a decision must be made, a limit must be established; either an individual is sick listed or is not, full time or part time. In the latter case, a limit, a percentage, must also be determined.
THE SICK ROLE
As early as the 1950s, Parsons (42) described the sick role and suggested that it incorporated four institutionalised expectations where the first two are rights and the second two are obligations:
1. The sick person is freed from some of the duties that are part of the normal social role. 2. The sick person cannot become well by his/her own will or decision, and therefore is not held responsible for his/her condition.
The sick person should perceive the situation as
non-desirable and should not take advantage of it. He/she must be motivated to become well as soon as possible. 4. The sick person should seek health care and cooperate with health care staff and others to become well.
This has been accepted as a classic definition of the sickness role and, as such, has also received criticism, e.g. because is it more relevant for acute diseases than for chronic conditions (44 -46) . An earlier SBU report offers the following, somewhat more refined, definition of rights and obligations for chronic pain and disease (45):
-Rights: The sick person is not held responsible for the original physical problem and should limit his/ her social duties in proportion to the degree of severity of the disease. -Obligations: The sick person should accept the disease as non-desirable and limit his/her sickness behaviour and functional impairment as much as possible, and assume part of the responsibility for his/her health condition and functional ability.
The sick role, which is shaped and continuously influenced by the social interaction between the sick person and the environment, is also affected by physicians' actions and attitudes (45) . It is often the physician who legitimises a person's sick role in society, e.g. by establishing a diagnosis or by issuing a sickness certificate. Twaddle et al. (43) focuses on sick leave as a typical example of sickness and the sick role. Sick listing gives the sick person a completely new legal status and a new role with formal rights to be absent from work. The patient recognises a new social position that includes certain rights, e.g. sickness benefits, and both the right to be absent from work and the responsibility to participate in the prescribed treatment.
Parsons assumes that the sick individual wants to be ''not sick'' (42) . Sachs, however, suggests that people give health different priorities and has listed several situations where a sick role could possibly be desirable in a person's life (40) . Those that may be relevant in relation to sick leave are:
. For some people, the sick role is their main identity.
Symptoms, physician visits, etc. may be very important to them, e.g. receiving attention. . Anyone, at times, may welcome a harmless disease as a reason to be freed from demands. . Individuals who, in one way or another, have failed may use disease as an excuse. The sick role legitimises a higher level of passiveness than would be normally accepted in a cultural context where activity is highly valued, as in contemporary Western society. . The sick role can function as a buffer in situations with opposing demands. For some immigrant women, sick leave or disability pension may be one way to deal with conflicting gender roles. In some cultures, women are expected to be housewives, while in the Swedish culture women are expected to contribute to the family's economy by working.
Sick leave may be one way to resolve this conflict.
STIGMATISATION, DEGREE OF SEVERITY, VAGUENESS, STATUS
Other aspects of disease are also important in conjunction with sick leave, namely the stigma associated with the disease or symptom, its degree of severity, its vagueness and its status (35, 47 -49) . Clearly, the degree of severity of a disease is important in an insurance medicine context. The association between the degree of disease severity and the degree of work inability is, however, not always evident.
Examples of diagnoses that are viewed to be more distinct are myocardial infarction, fracture, and cancer. Low back problems, neck/shoulder problems, tiredness and headache are examples of problems that can seldom be diagnosed by objective tests. Rather, the diagnosis is based on the patient's information about the problem. In an insurance medicine context, it is important to note that there is no simple way to determine work ability based on whether a diagnosis is distinct or vague. For example, it can be equally difficult to judge working ability in a patient with shoulder problems as in a patient who has experienced a myocardial infarction or has cancer. Nevertheless, sick listings for the latter two diagnoses are not questioned as frequently by social insurance officials. It has been proposed that sickness absence might be a measure of morbidity in a population, and if morbidity measured by other means has not changed then sickleave rates should not change either. Data on sickness absence, however, are seldom good measures of morbidity. Instead, data on sickness absence can be used as a measure of social consequences of disease, e.g. in terms of work inability (50) . It is not because a person is sick that he/she has the right to be on sick leave; most people diagnosed as sick can, and do, work. A person is only entitled to sickness benefits if his/her disease or injury leads to impaired work ability in relation to the demands placed by the job that the person holds, or could obtain (9) .
At times, indignation is expressed about the lack of uniformity in placing people with a given diagnosis on sick leave. However, such uniformity should not exist -sick leave is not to be related to the diagnosis or even to the functional impairment that the diagnosis might have led to, but to the work inability in relation to the demands of that person's work. Whether or not a broken leg prevents one from working depends mainly on the individual's work tasks and not where the fracture is located.
DISTINGUISHING CAUSE OF DISEASE FROM CAUSE OF SICKNESS ABSENCE
A problem in research on the reasons for sickness absence involves distinguishing between what leads to disease from what leads to sick leave. As discussed above, it is not the disease per se that leads to sickness absence, or gives the right to receive sickness benefits. Most of those with various types of diseases work and do not even consider being absent. Only diseases or injuries that lead to impaired work ability, required to carry out the job that one has (or seeks if unemployed) can lead to full-time or part-time sickness absence. The inability to work should always be judged in relation to the demands of the work, see Figure 1 .2. Thus, the main focus is not what functional impairment a disease leads to, but consequences in terms of work inability. This aspect is seldom clarified in the discussions and research on sickness absence.
For some diagnoses, this does not present a major problem in research, i.e. diagnoses that nearly always lead to at least a short sick-leave spell. Here, the risk factors for sick leave are often the same as risk factors for disease. This applies, for example, to stroke, myocardial infarction (with the exception of ''quiet'' undiagnosed myocardial infarction), severe injury, and acute surgery, e.g. appendectomy. Individuals of working age who are affected by these diseases are usually sickness absent, at least for some days. A completely different aspect concerns the duration of the sick-leave spell, i.e. risk factors for a short or long spell. Here again, it is not the disease or the injury that determines the duration, but work inability related to the demands of the individual's work. Figure 1 .3 presents a more comprehensive profile of factors at different structural levels that are of importance here. Different explanatory models addressing the causes for sickness absence are presented in Chapter 3.
SICK LEAVE -CHANGES OVER TIME
For several decades, the sick-leave rate 3 has been used as a general measure for compensated sickness absence. Comparability prior to and following 1992 has become difficult because starting from 1992 the regional social insurance offices have not registered Fig. 1.2 . Two prerequisites that must be met to receive sickness benefits and that physicians and Social Insurance Officers must consider in assessing disease and work inability in relation to demands of the job. the first two weeks of a sick-leave spell. Changes in the regulations in 1992 also influenced statistics concerning the number of insured receiving sickness benefits, i.e. information that comprises the denominator in calculating the sick-leave rate.
The sick-leave rate was higher for men than for women during the 1970s, and has thereafter been higher for women (Figure 1.4) . Concerning the dramatic reduction of 7.3 days in the sick-leave rate from 1991 to 1992, an estimated 4.3 days can be explained by the fact that the first 14 days have not been included in the statistics since 1992 (51) .
At the same time, trends in the labour market were not favourable, i.e. the unemployment rate increased much to heights not seen since the 1930s. In 1991, unemployment by Swedish standards was relatively normal at 2.7%. One year later it had more than tripled, i.e. 8.2%. Based on calculations by the National Social Insurance Board, the sick-leave rate had declined by approximately 1.4 days for each percent of increase in unemployment (51) . In the early 1990s, the processing of cases for permanent disability pension accelerated, which also contributed to a reduction in the sick-leave rate.
Sick-leave spells lasting more than 30 days have accounted for the major changes in the sick-leave rate since the early 1980s (Table 1 .II). The number of sickleave spells (w30 days) in 1981 was approximately equal for women and men (approximately 45 000), thereafter the number doubled for women until 1987 and then remained constantly high until 1991. The sick-leave spells (w30 days) for sick-listed men also increased, but to a lesser degree. During 1992 -1995, the number of sick-leave cases for women declined by 25%, on average, and by 34% for men, but thereafter increased once again. The greatest increases in sickleave spells are for women above 50 years of age and for men above 55 years of age. Of those on long-term sick leaves, 8% of the men were unemployed in 1990 compared to 20% in 1999, while the rate for women increased from 4% to 15%.
The rules applying to disability pension also changed during the 1990s. In addition to medical 1981  45  46  1983  60  55  1985  75  66  1987  90  75  1989  100  75  1991  90  72  1993  81  67  1995  75  55  1997  71  48  1999  109  68  2000  136  81  2001  157  92  2002  167  97 Source: National Social Insurance Board (RFV).
reasons for approving disability pension, labour market reasons were also accepted from 1972 to 1991 for individuals above 60 years of age. From 1991 only such reasons in combination with medical reasons were approved, and since November 1997 only medical reasons have been accepted in approving disability pension.
DIAGNOSES FOR SICKNESS ABSENCE AND DISABILITY PENSION
For several decades, the three largest diagnostic groups responsible for long-term sick leave (w90 days) and disability pension have been musculoskeletal, psychiatric, and cardiovascular diseases. These categories have been followed by injuries and poisoning/intoxication. In short-term sick-leave spells, upper airway infections are also a major category. Diseases of the musculoskeletal system clearly dominate, although the percentage of psychiatric disorders has increased somewhat in recent years. The percentage of men with musculoskeletal diseases on long-term sick leave was 38% in 1990 and 35% in 1999 (Table 1 .III). Among women, the corresponding figures were 41% and 39% respectively. Psychiatric disorders among those on long-term sick leave increased from 1990 to 1999, from 16% to 17% in men and from 13% to 18% in women. Sick leave due to cardiovascular diseases has been relatively constant over these years.
Given the association between long-term sick leave and disability pension, it is not surprising that the same disease categories also dominate in disability pension. In women, the percentage of all new disability pensions/year due to musculoskeletal diseases was 38% during the period 1979 -1985, compared to 47% during the period 1995 -1998, i.e. a substantial increase (Table 1 .IV). During the period 1986 -1994, the percentage of women on disability pension due to musculoskeletal diseases was approximately 55% at most. Psychiatric disorders as a medical reason for new disability pensions increased somewhat in women, from approximately 17%/year for the period 1979 -1985 to 20% for the period 1995 -1998.
Cardiovascular diseases as a cause for disability pension have always been relatively limited. These three disease groups account for approximately 74% of all diagnosis for new disability pensions during a year in women.
In men, the three disease groups, i.e. musculoskeletal, psychiatric, and cardiovascular diseases, were equally dominant as in women; accounting for 72% of all new disability pensions/year by the end of the 1990s (Table 1 .IV). The rate of disability pensions with psychiatric disorders has been relatively similar in women and men. However, men have a higher percentage of new disability pensions with cardiovascular diseases, even though the figure has declined from 20% for the period 1979 -1985, to 15% for the period 1995 -1998. Correspondingly, musculoskeletal diseases represent a smaller rate of the disability pensions in men than in women.
SICKNESS INSURANCE SYSTEMS IN WESTERN EUROPEAN COUNTRIES

Sickness-absence benefits
Here some aspects of sickness insurance systems in Sweden, Norway, Denmark, Finland, England, Germany, the Netherlands, and France are presented (Table 1 .V) (52 -54) . There are differences among these countries regarding qualification requirements to receive compensation for sickness absence, from no qualifications (Finland) to a specifically defined minimum period of work and/or paid fees. There is wide variation among countries regarding how soon a medical certificate is required; in Finland, from the first sick-leave day, while Sweden and England permit self-certification for up to 7 days.
In Denmark, the Netherlands, Germany, Norway, and Finland there are no qualification days before benefits are awarded, while the other countries have one to three qualification days. The maximum allowed duration of a sick-leave spell is one year in five of the countries, in England it is 28 weeks, and in Germany 78 weeks. Sweden is the only country with no upper limit on the length of a sick-leave spell.
Compensation during sickness absence is set at a specific allowance per day in England, while the other countries mentioned use a percentage of the normal salary. All countries have an upper level, a ceiling, for total compensation/day. Compensation for sickness absence is subject to taxes in all of the countries except Germany.
DISABILITY PENSION
The countries compared differ substantially as regards the minimum requirements for lost working ability before disability pension can be approved (Table 1 .VI). In Sweden and the Netherlands impairments of 25% and 15%, respectively, are sufficient to qualify for a partial disability pension, compared to the other countries where the average requirement is 50% -67% impaired working ability. In England, a special test, the All Work Test, is used to determine the remaining work ability.
Some countries require that a person has been insured for a specific length of time to be eligible for disability pension (England, the Netherlands, France, and Finland). However, in Sweden and several other countries it is sufficient for an individual to meet the general requirements for disability pension.
The compensation levels for disability pensions vary among the countries studied. England provides a uniform pension sum, while the other countries provide income-related compensation. In all of the countries except Sweden, disability pension benefits can be granted until the official old-age pension commences. Old-age pensions commence at different ages, e.g. 60 years of age in France and 67 years of age in Denmark. In Finland, the Netherlands, and Great Britain the temporary and permanent disability benefits are connected so when the sickness-benefit time has been used up, compensation for disability pension starts more or less automatically. In the other countries, disability pensions are separated, at least in principle, from compensation for sickness absence.
COMPARING LEVELS OF SICKNESS ABSENCE IN SOME WESTERN EUROPEAN COUNTRIES
The average sickness absence, expressed as a percentage of the workforce aged 20 -64 years, based on workforce surveys (from interviews and not statistics from insurance offices) for the period 1992 to 2001 showed a relatively stable trend, between 1.5% to 2.5% in Denmark, Finland, England, and Germany (54) . In comparison, three of the countries, (Figure 1 .5) showed major changes. In Norway, sickness absence increased from approximately 2.5% in the mid 1990s to nearly 4% of the workforce in 2001. The Netherlands and Sweden showed the greatest changes during the period. Sickness absence in Sweden was 5.5% in 1990 decreasing to 2.5% in 1996, whereafter there was a strong increase to 4.5% in 2001. The Netherlands had approximately the same high levels for sickness absence as Sweden, but the decline during the mid Source: National Social Insurance Board (RFV). 1990s was less pronounced in the Netherlands than in Sweden. Sickness absence in the different age groups is generally higher in Sweden than the average for the eight countries, particularly in the oldest age group (Figure 1.6 ). Here, there should be a strong correlation since Sweden, like Norway, has nearly a doubled employment frequency among people over 60 years of age compared to the other six countries.
In the workforce surveys (Statistics Sweden conducts the survey in Sweden) a large number of people are interviewed each month (totalling approximately 18 000 per year in Sweden) about their regular working time and actual working time during the week in question. If the actual working time falls below the regular working time, then follow-up questions are asked about the causes, including disease. The questions in the survey do not reveal whether sickness had continued for one or more weeks. Hence, the workforce surveys do not provide a complete profile of sickness absence 4 .
COST OF SICKNESS ABSENCE AND DISABILITY PENSION
Transfer payments
The national social insurance programme in Sweden is not designed as a traditional insurance system. There are no actuarial calculations that project the risks for disease and death, and therefore no basis to withhold premiums to offset the risks for the various outcomes that can be expected over time, e.g. sick leave or disability pension resulting from disease or injury. Rather, the insurance premiums are debited to the (56) . For musculoskeletal diseases, the corresponding average cost was 37 800 SEK. The high compensation payments for ''burnout'' resulted in part from more sick-leave benefit days and in part by higher compensation levels per day, i.e. payments to individuals with incomes above the average income for people on sick leave with musculoskeletal diseases.
Social insurance payments for permanent and temporary disability pensions were approximately 50.2 billion SEK in 2001 (55) . In summary, sick leave (38.3) and disability pension (50.2) generated nearly 89 billion SEK in payments in 2001. Payments from private and labour union insurance plans should be added to this sum.
Society's perspective
The economic perspective on sickness absence is rooted in the economic concept of opportunity costs, i.e. the estimated value of the goods and services lost to society due to a given disease (57) . Sick leave and disability pension are assumed to describe the value of the consumption of goods and services lost to society. This descriptive estimate of the cost to society usually draws from two different approaches. The first approach is called ''willingness to pay'' (WTP) and focuses on the individual's willingness to pay to reduce the risk of sickness or death from a given disease (58) . The other, and most common, approach is the human capital method. It focuses on the loss of the individual's production input due to disease, thereby limiting the concept to those of working age. Hence, contributions to the national economy by children and the elderly are not included. Most estimates are based on principles from the human capital method, primarily because it is relatively easy to apply.
In recent years, it has been questioned whether all sick-leave days should be counted as production losses, or only the period that is needed to restore the company's or organisation's initial production capacity. This period is often referred to as the ''friction period'' (59) . Following this friction period, it is assumed that another employee has replaced the individual on sick leave, i.e. production capacity has been restored. Studies from the Netherlands suggest that the cost of sickness absence, based on the friction cost method, was slightly more than 50% of the corresponding estimates based on the traditional human capital method (60) . The friction period was viewed to last no longer than four months, i.e. after this period there was no loss in productivity.
SUMMARY
. A main difference between Sweden and the other countries compared is the lack of a maximum length of a sick-leave spell. . Sweden has a substantially higher employment frequency among persons above the age of 60, in comparison to other countries with the exception of Norway. The average sickness absence for individuals over the age of 60 years is also substantially higher in Sweden than in the other countries compared. . In Sweden, the greatest fluctuation in sickness absence occurred during the 1990s. Parallel with reduced sickness absence during the early 1990s, unemployment rose substantially and the compensation decreased. Sickness absence increased once again during the latter part of the 1990s, simultaneously as unemployment declined and the compensation levels increased. . The three largest diagnostic groups behind longterm sick leave and disability pension are musculoskeletal, psychiatric, and cardiovascular diseases. Long-term sick leave with musculoskeletal diseases is somewhat higher among women than among men, while the opposite applies to cardiovascular diseases. Sick listing with psychiatric disorders has increased since the late 1990s, more among women than men. . Society's total cost for sickness absence, in terms of lost productivity (cost of illness), calculated from last known year with complete statistics on sickness absence in Sweden (1991), is estimated to be approximately 170 billion SEK (converted to 2002 prices). State payments (from the National Social Insurance Board) in 2002 for sickness benefits and permanent disability pensions totalled approximately 98.3 billion SEK. 
